figures are not statistically significant. The relationship between pigment content of these tumours and prognosis is also not statistically significant (Table 5 ).
Melanoma arising in a navus: Fourteen tumours in this series were assumed to arise in a congenital naevus. It is usually difficult or even impossible to make a histological diagnosis of a malignant melanoma arising in a nevus, as in most cases there are no remaining nests of benign nxvus cells, and in some cases a frank malignant melanoma may be composed of cells difficult to distinguish from nivus cells. I consider, however, that the history of a pigmented lesion since birth or childhood at the site of the malignant melanoma is good presumptive evidence of the origin of the malignant tumour from a navus. In the present series of malignant melanomata of nevus origin there was only one death attributable to the tumour and this is contrary to Reese's opinion that these tumours are highly malignant. Half these tumours of nevus origin have been followed up five years or more (Table 6 ). With only one death in this group of malignant melanomata it is impossible to draw conclusions about the efficacy of one form of treatment over another ( Table 7) .
The results of this follow-up study demonstrate that the localized malignant melanoma of the limbus is a diagnosis useful in assessing the management and prognosis of these tumours, which behave in a less malignant manner than similar melanomata of the skin. These results show that adequate local excision is the treatment of choice in the majority of cases, that enucleation of the affected eye is seldom justified, and that orbital exenteration need only be considered in exceptional circumstances, when the tumour is very large or when there have been repeated recurrences. I would like to stress, however, that these statistics indicate a trend, they do not necessarily indicate the correct management of a particular patient.
Mr D W Hill, Dr C T Dollery, Dr J V Hodge and Dr D J Scott (Postgraduate Medical School, London)
Fluorescein Studies of the Choroidal Circulation'
The retinal circulation has been studied by photographing circulating fluorescein injected through an intravenous catheter. There is a moderate background fluorescence from the retinal capillaries, but the choroidal circulation is not seen because of the overlying retina. When the retinal pigment epithelium is disrupted by disease choroidal fluorescence can be seen. A number of instances have been encountered during other studies, of which four-are presented in this preliminary report: a patient with secondary choroidal sclerosis, two siblings with retinitis pigmentosa, and a patient with a macular scar. aged 15 with retinitis pigmentosa. Arterial phase Of the retinal circulation. Heavy mottled background fluorescence with some vessels visible. Above the optic disc there is an irregular dark area (arrows) which filled a few seconds later timing of the photograph; the cases of retinitis pigmentosa both showed a bright rrottled background fluorescence (Fig 4) in contrast to the fainter evanescent fluorescence of the retinal capillaries (Fig 1) . The patient with secondary choroidal sclerosis, a man aged 62, who had lost 21 501 502 Proceedings of/the Royal Society of Medicine 22 the vision of one eye as a result of illness fourteen years previously, showed ophthalmoscopic evidence of severe choroidal damage; the background fluorescence was slight but a tortuous pattern of vessels deep to the retinal vessels was seen (Fig 2) . The sequence of circulation in the choroid was not as definite as that in the retina. An arterial phase with interlacing meridianally disposed vessels was seen in one patient (Fig 3) ; this was quickly replaced by general mottled fluorescence which faded slowly outlasting the retinal circulation. Late in the sequence large empty choroidal vessels appeared as dark silhouettes against the fading choroidal fluorescence. Superimposition of the photographs in the sequence and the preliminary colour transparency by means of drawings, showed that the late phase silhouettes corresponded in many instances with tortuous red choroidal vessels seen ophthalmoscopically; in a few instances vessels seen in the choroidal arterial phase corresponded in position with the silhouettes. At present these silhouetted vessels cannot be assigned to an anatomical category.
A regional abnormality was demonstrated ( Fig  4) : an area of delayed filling was seen during the retinal arterial phase but a few seconds later, on reaching the retinal venous phase, it had disappeared and was indistinguishable from the rest of the choroid. The patient with a fine pigmented scar at the macula showed an exact image of it in the fluorescein photographs, brightly fluorescent with the pigment casting a dark shadow.
In the case of secondary choroidal sclerosis ( Fig 2) the depth of the vessels and their appearance confirm the impression that they are choroidal. The two patients with retinitis pigmentosa (Figs 3 & 4) are less obvious cases of choroidal fluorescence, but the masking effect of intact retina at the macula, the prolonged duration of fluorescence, and the late appearance of identifiable choroidal vessels in silhouette leave little doubt. Atrophy, migration and proliferation of the retinal pigment epithelium are accepted features of retinitis pigmentosa and choroidal sclerosis (Duke-Elder 1940) . Aggregrations of pigment mask the fluorescence, but between the clumps it is brighter, suggesting that the pigment epithelium is the most important factor in the masking of choroidal fluorescence by normal retina.
These cases demonstrate the pattern of choroidal fluorescence in generalized and local choroidoretinal disease, they indicate that circulation is more prolonged in the choroid than the retina, and show that regional delay in filling may occur. The choroid in all these cases is diseased so that the behaviour of normal choroid cannot be inferred; however, the results are sufficiently interesting to encourage further studies.
Dr W Campbell (Queen Victoria Hospital, East Grinstead) read a paper entitled Macro-dacryocystography (see Campbell W, 1964, Brit. J. Radiol. 37, 1).
Mr A I Friedmann (Royal Eye Medical Ophthalmology Unit, Lambeth Hospital, London) demonstrated a New Perimeter(see Friedmann A I, 1962, Trans. ophthal. Soc. U.K., 82, 381).
Meeting December 121963
In a discussion on Social Aspects of Ocular Disability the following papers were read:
The 
